only plead that Dr Wheater did not take the point over into her summary. I am not a medical authority but as I understand it, irrespective of Mozart's other symptoms, this could have been a sufficient cause of death.
In regard to points (5) and (6) I was simply pointing out that Dr Wheater was repeating and perpetuating unquestioningly errors of fact or interpretation deriving from Dr Davies. The attempt was to straighten the record, and I am glad that we are not here in dispute. J STONE 84 Priory Road London NW6 3NT Gastrointestinal haemorrhage in the over 75s Kafetz and Wijesuriya (January 1991 JRSM, p 32) conclude in their paper that the mortality from bleeding duodenal ulcer is greater in people over 75 years. However there are flaws in the design and reporting of their study which cast doubt on this conclusion.
The paper does not state:
(1) how the diagnosis of upper gastrointestinal bleeding was made. Therefore other patients with this condition may have been unintentionally excluded from the series during the study period.
(2) what proportion of patients received a surgical opinion. (It merely states 'there was no reluctance to operate on the over 75s'). Was the degree of enthusiasm for operation that of the physicians or of the surgeons involved?
(3) whether there was a difference in management policy or in outcome between the over 75s treated at the Royal Gwent and those treated at Whipp's Cross Hospital.
(4) the origin of the group of patients under 75 years included in the study. Presumably these patients were admitted at the Royal Gwent, but were they under the care of geriatricians, physicians, surgeons or were they a mixed group?
The text claims 68 patients over 75 years at Whipp's Cross Hospital and 87 at the Royal Gwent. Table 1 shows 79 at Whipp's Cross and 77 at the Royal Gwent.
The distribution of causes of GI haemorrhage in Table 1 shows a geographical variation as well as an age-related variation. For example duodenal ulcer is commoner in the Royal Gwent series than in the series at Whipp's Cross (19/77 (25%) compared with 12/79 (15%».
The conclusion that mortality from bleeding duodenal ulcer is greater in patients over 75 years cannot be drawn; the data presented do not exclude the alternative explanation that the mortality from bleeding duodenal ulcer was lower in the group of patients treated at the Royal Gwent than in those treated in the London series.
This study demonstrates well the problems of comparing groups of patients treated at different times and in different centres. Although, as the authors state, this enables larger numbers of patients to be studied, there are too many variables between the groups for valid conclusions to be drawn. C The author replies below:
I am grateful to Ingham Clark for her correction in relation to our numbers of patients. The numbers in Table 1 are correct. The original paper from Gwent explains in detail the criteria used in the retrospective survey. Our prospective survey is based on patients with similar criteria but those patients who did not have classical symptoms on admission but were found to have upper gastrointestinal haemorrhage were also included because we are clearly very sensitive to the concept of 'altered presentation of disease in the elderly'. We stated that 'there was no reluctance to operate on the over 75s' because it can be seen that patients did not have less operations if they were older. The usual clinical practice in the United Kingdom is for the Surgical Registrar on call to be informed when a patient with gastrointestinal haemorrhage is admitted but it is unusual for patients to be seen unless there is a problem with their management. Our SHOs respect the fact that their colleagues' efficiency depends on how much sleep they have at night. The outcome of the two hospitals is clear from Table 1. The hospitals had no defined whole hospital management policy and the individual physicians and surgeons took their own decisions. This is always going to be the case unless there is careful agreement in ajoint unit which does not resist admitting elderly people and which is unlikely to have large enough numbers of patients to study the problem of changes in management in elderly people. The patients at the Royal Gwent under 75 years were a mixed group. I do not believe the numbers in either group are enough to be conclusive about a geographical variation.
Clearly Ingham Clark was right to point out the variables between the two groups. It is for this reason that we felt it helpful to combine them as we are looking at patients from completely different geographical areas and therefore they may be more representative together of the country as a whole. A larger study is appropriate as discussed in our text. Paterson (March 1991 JRSM, p 183) ignores the fact that every GP must practice 'Holistic Medicine' which includes treatment of localized diseases, and that every specialist considers differential diagnosis in every case. I do not accept his assertion that there is no scientifically based beneficial treatment for 'pain of vertebral origin'!, if he includes spinal fibromuscular pain. He correctly states that we do not know how most therapies work. We do know that any disturbance of affected painful tissues leads to production of pain relieving endomorphins, and that this phenomenon is the basis of temporary relief given by such treatments. I have not read his book, and look forward to reading his account of the uselessness of everyone of the 30 therapies for pain of vertebral origin. I invite him to reconsider the efficacy oflocally injected corticosteroid for fibro-myalgic lesions of the musculo-spinal region 2 There are a few complexities in diagnosing and conceptually understanding Briquet's syndrome which I would like to highlight here. Firstly Briquet's syndrome is not a diagnosis of personality. The authors highlight a Briquet's syndrome patient having an underlying personality of hysterical type rather than antisocial and psychopathic, which is not too palatable an observation. Moreover, primary male relatives have an increased prevalence of alcoholism, drug abuse and antisocial personality disorder, which makes this assertion further suspect. Whether the underlying personality makes a substantial contribution towards aetiology or are other genetic, environmental, social, cultural or neuropsychological factors as important, if not more, is not yet clear.
K KAFETZ Department of Medicine for Elderly People Whipps Cross Hospital, Leytonstone, London Ell INR

Another look at holistic medicine
Conceptually, characteristic of Briquet's syndrome is involvement of multiple systems and a particularly high frequency of sexual complaints. For a diagnosis of Briquet's syndrome of St Luis criteria', patients need to have at least one symptom from nine out of 10 symptom groups described. DSM IIIR's2 somatization disorder which is considered equivalent to Briquet's syndrome requires at least 14 out of 25 symptoms in a female to make such a diagnosis. The list of seven symptoms used in the case report of which presence of only two or more symptoms suggest a high likelihood of this disorder seems to be an oversimplification and indeed a conceptual mistake.
I would be sceptical of labelling recurrent tendoachillis pain which culminated in a left below knee amputation as a Briquet symptom although detailed information is not available. A patient with predominant pain symptoms or somatic symptoms which cannot be explained medically, but which do not qualify the stringent criteria for Briquet's syndrome should not be labelled as such. This point attains further significance and one needs to be very careful about it, as, diagnosing a patient 'Briquet's' carries connotation of extreme somatization and a very poor prognosis which may bias future treatment. It is also important for physicians not to be distracted by this diagnosis whenever a patient presents with a fresh complaint. JRSM, p 127) and Somerfield (March 1991 JRSM, p 179) I had also used honey successfully in the treatment of chronic ulcers, particularly offoot ulcers in leprosy patients whilst in Mysore, South India, from 1951 to 1967. A problem with honey was that it was sometimes messy, leaking out from the edges of dressings and also that it attracted flies. On returning to this country I reverted to its use again for chronic ulcers and for neurotrophic diabetic foot ulcers, but later I changed to using sugar paste made according to the formula below. I have used this now for 10 years and find it to be very useful in separating moist slough and promoting the healing of granulating wounds. It has proved very acceptable both to patients and to the nursing staff alike.
D K ARyA
Formula for sugar paste: Caster sugar Icing sugar Glycerine BP Hydrogen peroxide soln 30% BP (100 vol)
FRANK I TOVEY
Immunology of the tonsils
Dr A H Hodson in a letter (January 1991 JRSM, p 58) maintains that few tonsillectomies were undertaken on African children because they 'were not prone to tonsillitis'. He goes on to suggest that the absence of cow's milk in the diet could have had a bearing. There might well be a simpler explanation. From 1950 to about 1965, I attempted to assist the African population with their ear, nose and throat problems, working in Salisbury, Rhodesia, now Harare, Zimbabwe. Many children with recurrent tonsillitis were referred for consideration of tonsillectomy, and in those in whom it was thought the operation might be beneficial, surgical treatment was advised.
This was usually refused because at that time surgery would not be accepted unless it was obviously necessary as a life-saving procedure, all other avenues, including traditional healers, having previously been explored. Additionally in their hierarchy it is the 'mai', the grandmother who is the absolute head of the family and who looks after and controls all aspects of the family and children's welfare, including discipline, and if she said no it was no. The parents would accept this decision, and would have been very unwise to do otherwise.
The situation is very different today. 'European medicine' is accepted much more readily and my colleagues undertake tonsillectomy on as many African children, if not more, than on the patients of any other racial group. N A CAMPBELL PO Box 3136, Paulington,
Mutare, Zimbabwe
In West Cameroon, the rainfall exceeds 300 inches per year, no milk is drunk, and tonsillitis is very rare (January 1991 JRSM, p 58). In Tobruk, in Libya, the desert comes down to the seashore and the rainfall is less than 2 inches per year. In the 1960s no milk was drunk, and florid tonsillitis was extremely common. One day I sent an Ll-year-old child to the hospital with instructions that a tracheotomy set be
